A somewhat unique Tubal Gestation.
Shown by JAMES OLIVER, M.D.
THE specimen is the right Fallopian tube incorporated with the right ovary. The tube is distended by blood and was the seat of a developing obsperm. The ovary is transformed into two thin-walled cysts.
The patient, aged 38, has been married eighteen years. She has had eleven children but no miscarriage. The last confinement took place three and half years ago, and twins were then born. Since this confinement menstruation has recurred with its wonted regularity. The last menstrual period began on September 17 and ended on September 22. On September 30, i.e., eight days after the cessation of this menstrual period, patient stumbled over a broom but regained her balance without falling. On the following day she was astonished to find she had again become unwell, and complained of pain in the right iliac region. Towards the end of October as the hamorrhage persisted, and there was still a dull aching pain in the right iliac region, she consulted her usual medical adviser, and he it was who sent her to me. When I saw her she was losing blood. Palpation of the abdomen was not satisfactory, as the anterior abdominal wall was kept rather rigid. Vaginally the cervix was located far back and towards the right wall of the pelvis. By bimanual examination the body of the uterus could not be clearly defined, but it could be outlined vaginally in an anteverted position. Through the right fornix a small swelling, the size of a cocoanut, was detected. This swelling rested partially on and projected from the posterior or upper surface of the uterus. In the anterior segment of the pelvis and close to the left border of the uterus was felt a small body the size of a pigeon's egg, and this I considered was the left ovary. Body temperature was not abnormal and the pulse numbered 86 per minute.
On November 11 I opened the abdomen mesially and removed the tuinour, which was located in the right pelvis, and which is the specimen shown. There were no bowel nor omental adhesions, and there was no free blood in the peritoneal cavity. The tumour was adherent to the posterior surface of the uterus and the posterior surface of the broad ligament.
The left ovary with its fellow tube were involved in adhesions. These readily broke down under the finger, and the left ovary was brought up and inspected. Nearly half of the surface of this ovary was deeply stained by old blood-pigment, and this ovary contained a corpus luteum. In removing the tumour nothing escaped from the tube but a small blood-clot, the size of a threepenny piece, which was forced from the fimbriated extremity when the ligature encircling the uterine end of the tube was tightened.
This case is unique on account of the many interesting points which it presents. During the first fourteen and half years of her married life the patient had borne eleven children. During the subsequent three and half years we note a period of infertility. This, however, is readily accounted for, as the husband, after the birth of the twins, resolved that he would endeavour to prevent fertilisation by withdrawing before insemination took place. This method of preventing conception, when practised, is in my opinion prejudicial to the well-being of the woman, and is occasionally a cause of ectopic pregnancy. With regard to the menstrual history there was in this nothing to arouse one's suspicion that conception had occurred; there was no consequent amenorrhoea. Of the existence of uterine pregnancy we are seldom suspicious until or unless a menstrual period has been missed. In ectopic pregnancy, however, we must not expect to find invariably this physiological sequence. The external haemorrhage appeared at an unusually early stage, but this is attributable to the shock sustained in stumbling over the broom. I may here observe that the external hEemorrhage was arrested immediately the deranged tube was removed.
Before conception occurred the right ovary was probably in the state we now find it. What part, if any, this ovary played in the abnormal gestation it is difficult to say, but it is quite probable that a tube handicapped as this one was by its ovary might easily fail to fulfil efficiently its function. The left ovary had evidently been for some time the sole producer of ova. The corpus luteum was located in this ovary, and this, together with the fact that a large portion of the surface of this ovary was deeply stained with haematin, favours the view that possibly ever since the right ovary became transformed the left ovary had never been far removed from the right Fallopian tube. By the latter the spermatozoa had no doubt travelled, and they were attracted thither because the left ovary was as easily dominated by this as its own tube.
A Sarcomatous Ovarian Tumour co-existing with Carcinoma of the Uterus.
By ARTHUR H. N. LEWERS, M.D.
THE notes on the case and the description of the specimen will appear with the report of the Pathology Committee, to whom it was referred.
